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Quinte Health




Diabetes Education Centre Referral Form


 FORMCHECKBOX 
 Belleville General   T: 613 969 7400 x 2028    Fax: 613 961 2522

 FORMCHECKBOX 
 Trenton Memorial T: 613 392 2540 x 2028    Fax:  613 961 5526

Date of referral: __________________________________
Client name:      ___________________________________ D.O.B (D/M/Y)______________________
Home Phone number: ________________________________________________________________
Health Insurance Number: ____________________________________________________________
Mailing Address: __________________________________ (street) _______________________(city)

Physician: ________________________________________Physician phone #: _________________
Relevant Laboratory and Clinical Data:

Diagnosis:   Type 1  FORMCHECKBOX 
    Type 2  FORMCHECKBOX 
  Prediabetes   FORMCHECKBOX 
            For GDM: please use GDM referral form
Diabetes diagnosed when? __________________
Class session?  FORMCHECKBOX 
     Individual session?  FORMCHECKBOX 

Date of Blood work: ____________
FBS: _________mmol/L    A1C: ________%       
Total cholesterol:________ HDL: ________ LDL: _______Ratio: _____ Triglycerides: ______
Proteinuria Present:  Yes FORMCHECKBOX 

No FORMCHECKBOX 


eGFR  __________                  B.P. ____________

Present Diabetes Medication: _____________________________________________________
Other Medications: _____________________________________________________________

Other Health Concerns: __________________________________________________________

INITIATING INSULIN: (please complete below)
 FORMCHECKBOX 
 All Anti Hyperglycemic Agents are to be stopped 24 hours before starting insulin 
OR

 FORMCHECKBOX 
 Anti Hyperglycemic Agents(s) to be continued as follows:

Prescribed Insulin, Dosage and Time:

 FORMCHECKBOX 
 I hereby authorize the Diabetes Educator to educate the client to adjust insulin 5 – 10% of the total daily dose (per Quinte Health Medical Directive – Insulin Dose Adjustment) 

 FORMCHECKBOX 
 I hereby decline teaching insulin adjustment        

 FORMCHECKBOX 
 Referral to:  Diabetes Specialist Physician Clinic at QHC BG Diabetes Program site.
Physician signature_______________________________      Date: ________________
2023

